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McCoy Laryngoscope: A savior in patient with limited mouth opening
McCoy blade is known to help in difficult intubation by lifting difficult to lift epiglottis but not for limited mouth opening. We found this blade useful for limited mouth opening as well. A 30-year male of road side accident was posted for surgery of fracture clavicle with mouth opening 2 cm due to fracture of zygomatic arch and maxilla. We decided to perform check laryngoscopy under topical anesthesia of the airway. With the limited interincisor gap of 2 cm, we were not sure whether we will be able to insert any of our available laryngoscope blades (Macintosh and McCoy) as the cut-off of interincisor gap is 3 cm. So, we carried out a thorough measurement of both the blades and found that the McCoy blade (Penlon manufacturer) was sleeker than the Macintosh blade (Penlon manufacturer; 1.6 cm of Macintosh versus 1.2 cm of McCoy at tip and 2.2 cm of Airway was anesthetized with 10% lignocain spray (five puffs over 1 min). McCoy blade could be inserted with ease and the epiglottis could be visualized and lifted with gentle traction and only slight discomfort to the patient. Injection glycopyrrolate and fentanyl were administered intravenously (IV) and patient was anesthetized with IV propofol. After check ventilation, succinylcholine was given. Laryngoscopy was done with McCoy Laryngoscope and grade II CormackLehane was observed and trachea was intubated successfully.
McCoy laryngoscope is used in patients when difficulty in elevating epiglottis is encountered and activation of blade tip elevates the epiglottis and visualization of vocal cords. [1] We used it because of limited mouth opening after realizing that it is 4 mm sleeker than the Macintosh blade at the tip and 7 mm at the handle end. We looked up the literature to find out if this is true for all brands of these blades, but it is not mentioned in literature.
We wish to highlight that McCoy blade can bring down the cut-off for intercisor gap needed for successful intubation and can serve as a boon in patients with limited mouth opening. It may be worth measuring the dimensions of all your laryngoscope blades, and especially the McCoy blades while planning to manage the airway of a patient with limited mouth opening.
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Foley catheter-based inexpensive, indigenous airway device
Madam, We report an indigenously prepared airway topicalization device using the principle of atomization made from the material available in the operation room (OR) with limited resources.
Airway preparation for awake nasal endoscope-guided intubation, in addition to the use of antisialagogue and nasal vasoconstrictor, is achieved by airway topicalization. These include using lignocaine-soaked nasal pledgets (4%), lignocaine viscous gargling (2%), 10 and 15% lignocaine spray, 4% lignocaine nebulization, atomization of local anesthetic drug, nerve blocks, and transtracheal local anesthetic injection (lignocaine 1%-2%). [1] Lignocaine spray needs oral access hence cannot be used when patient is not able to open the mouth. In addition, spray as you go (SAYGO) or drop as you go can be added to any of these combinations.
[2] Out of these, atomization may be the most effective single method of complete supraglottic topicalization. [1] Keeping this in mind, we made our atomization-cum-oxygenation device for airway topicalization.
This requires a Foley catheter, a 3-way connector, a lignocaine-filled syringe, and an oxygen source. The Foley catheter is cut obliquely from its patient end so that a length measuring from the tip of the nose to the tragus of the patient + 2 cm is available beyond the Y (where the cuff inflating and drainage tubes meet) [Picture 1]. Once the catheter is cut, its inflating port is connected to a 3-way connector. The Foley catheter is lubricated and is gently slid along the floor of the patient's nose. One end of the 3-way connector (kept in ON position) is now connected to oxygen tubing and oxygen flow is started at 3-6 L/ min. A 5 ml lignocaine (1 or 2%) filled syringe is attached to the other port (kept in OFF position). With the thumb of the hand holding the syringe applying gentle pressure on the plunger, the 3-way knob is turned such that both its ports (one connected to O 2 and the other to the syringe) are open. As the drug is now injected with continuous flow through the smaller lumen, oxygen atomizes it into fine mist that appears at the cut end [Picture 2]. As the atomization begins, the process is continued at a steady pace while the catheter is pulled out gently with rotatory motion, thereby topicalizing the whole passage. Repeating the
